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F 502| 483.75()(1) ADMINISTRATION F5021  iite care Center of Sparta is committed to
85=D . . ) uphalding the highest standard of cara for its
The facility must provide or obtain laboratory resldents. This includes substantial compliance

services to meet the needs of jis residents. The
facility is responsible for the quality and timefiness
of the services.

with all applicable standards and regu latory
requirements. The facility respectfully works in
cooperation with the State of Tennessee
Department of Health toward the bast interest
This REQUIREMENT is not met as evidenced of those wha require the services we pravide.
Eﬁased on medical record review and interview Whilk this Plan of Correction is not to be
the facility failed to obtain a laboratory test as :f’:'de":fi:"::"‘_';g':';nc'f ‘“’L":j;l‘;:fa:y
ordered by a physician and obtained a laboratory neings, (tis submi ”h §90 :5 ;
test not ordered by the physician for one (#101) of required response to the survey conducte
thirty-one residents reviewed in Stage 2. September 29-Octaber 1, 2014, This Plan of
Correction is the facility's allegation of

The findings included: substantial compiiahce with Federal and State
requirements,

Resident #101 was readmitted to the facility on

August 21, 2014, with diagnoses including Acute

Encephalopathy (resolved), Urinary Tract £502 .

infection, History of Cerebral Vascular Accident

(Stroke), Hypertension, Diastolic Heart Failyre,

Seizure Disorder, Polyarthritis, Hypetlipidemiz, 1. Resident #101 had STAT Val proic
Depression, and Mild Aortic Regurgitation. : Acid Level performed on 10/1/14,
10/30/2014
Medical d review of a Physician's orde Lab results were < 3 and MD was
edical record review of a ician's arder
dated September 17, 2014, revealed an order to Contacted. New order to decrease
draw a CBC (Complete Blood Count), CMP dosage of Valproic Acid level was
{Comprehensive Melabolic Panel), and a Valproic given by MD. MD states overal| goal
Acid level (Seizure medication). Review of the : . P
laboratory results dated Septemnber 18, 2014, to discontinue medication.
revealed the GBC and CMP were completed as 12, it resi i ie apid
ordered by the Physician. Continued review _a.) Al res:dent? recelrvmg valproic .ac:|d. )
revealed the Vaiproic Acid level ordered by the Depakote, or divalproex were audited
Physician was not competed. Further reveiw by the Director of Nursing on 10/1/14.
revealed a Hemoglobin A1C (used to determine )
the average blod glucose leve! in the bloodd was b.) No other residents were affected by
complated without a Physician's order, the alleged deficient practice.
ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE (e RATE

\ny defitiency stafement ending with an asterisk (*) denotes o defigiency which the institutien may ba excused from coredfing providing It ls determined that
ither safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing hames, the findings stated above are disciosable 90 days
Jdlgwing the date of survey whether or nol a plan of correction is provided. For nursing homes, the above findings and plans of ¢correction are disclysabla 14
lays follewing the date these documents are made available (o the facilily. If deficiencies arg cited, an approved plan of eorrection is requisite to continued
Togram parlicipation.
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-a.} The Director of Nursing/ Staff
F 602 Continued From page 1 F 502 3.a) &/

the Director of Nursing and Licensed Practical
Nurse #1 confirmed the Hemoglobin A1 was
completed in error instead of the Valproic Acid
tevel ordered by the Physican.

Interview an October 1,2014, at 10:10 a.m., with

Development Coordinator will educate
100% of licensed nurses by October 10,
2014 regarding accuracy of ordering
vorrect laboratory tests,

b.) The Diregtor of Nursing fAssistant
Director of Nurging will review 3!l MD
orders weekly and identify all residents
on valproic acid, Depakote, and “
divalproex. Residents on these
medications will have fab work
monitored by Director of
Nursing/Assistant Director of Nursing to
ensure correct iaboratory tests are
completed per physician order, Weekly
audits for campliance will be completed
for 3 months,

4.-a.)The Director of Nursing/Assistant -
Director of Nursing will present results
of audits to the Performance
Committee on 10/30/2014.

~ b.} The Performance Imiprovement
Committee consisting of Executive
Director, Director of Nursing, Medical
Directar, Director of Rehabilitation,
Director of Health Information, Director
of Clinical Nutrition, Director of
Environmental Services/Maintenance,
Business Office Manager, Director of
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N 000, Initial Cornments N 000 Recreational Services, and Staff

Alicensure survey was completed on September Development Coordinator will review
29, 2014, to October 1, 2014, at Lifs Care Center the results. If it is deemed necessary by
of Sparta. No deficencies were cited under the committee additional education
Chapter 1200-8-6, Standards for Nursing Homes. tmay be provided, the process
evaluated/revised, and/or the audits,
reviewed for 3 months or until 100%

compliance is achleved,
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